MATERIALS AND METHODS
Frequently, patients with cardiac arrhythmias are subjected to both forms of testing. If there exists a well-defined relationship between the results of AEM and PES, patients could be evaluated with confidence noninvasive!}; or at least screened for those most appropriate for PES. Recent studies have addressed whether specific factors derived from AEM might predict the results of PES; 45 however, this association has not been verified in a homogeneous group of subjects with clinically documented sustained ventricular tachyarrhythmias, the group most likely to undergo PES. We sought to define the relationship between spontaneous arrhythmia detected during AEM and the results of PES in a series of patients with sustained ventricular tachyarrhythmias. We at- 
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Patients
Between November 1982 and December 1986, there were 76 consecutive patients referred for evaluation of ventricular fibrillation or sustained ventricular tachycardia not associated with a reversible cause or acute myocardial infarction. An interview and a review of previously charted information were accomplished for each patient. No patient underwent the testing described in this report was tested during therapy with antiarrhythmic drugs. In patients previously treated with antiarrhythmic drugs, these were withheld for at least 48 hours or four half-lives prior to baseline testing. Subsequently, baseline testing, which included AEM and PES, was then performed. There were 57 patients (75 percent) who underwent both AEM and PES while not receiving antiarrhythmic drugs (baseline) who form the basis of this report. The remaining 19 patients were excluded from analysis because they did not have one of the methods of evaluation. Of these, five patients had incessant or unstable ventricular tachycardia and could not be withdrawn from therapy; three patients had been receiving long-term therapy with amiodarone at the time of referral, nine patients did not undergo complete PES, and in two patients, no baseline AEM recording was available because of technical reasons.
The clinical characteristics of the patients are shown in Table 1 . There were 36 male and 21 female patients ranging in age from 16 to 78 years (mean, .55 ±14 years). Coronary disease was the most common underlying cardiac disorder. Thirty patients (53 percent) had left ventricular dysfunction, with the overall mean left ventricular ejection fraction being 42 ± 18 percent. Arrhythmias documented at presentation included ventricular fibrillation (49 percent; Spontaneous nonsustained ventricular tachycardia was defined as greater than or equal to three consecutive ventricular ectopic depolarizations lasting less than 30 seconds. 6 Ventricular tachycardia was defined using standard electrocardiographic criteria (ventricular rate greater than 100 beats per minute, with the duration of the QRS complexes greater than 120 ms) and, when possible, was confirmed by His bundle recordings.
68
Previously published definitions were used for ventricular tachycardia, whether spontaneous or induced by PES.
Ambulatory Electrocardiographic Monitoring
An attempt was made to obtain at least one 24-hour ambulatory electrocardiographic recording for each patient. Thirty-five patients had one day of recording, and 22 had more than one day of recording. The mean number of recorded hours was 30 ± 11. Tapes were analyzed with a computer-aided scanner (Marquette Electronics, Inc). All patients had full disclosure printouts which were reviewed in full by one of us to assess the presence and frequency of ventricular tachycardia. The internal reproducibility of our laboratory; determined by repeated analysis of randomly selected tapes, was 99.5 percent for total beats, 96.2 percent for ventricular premature depolarizations, 85.2 percent for ventricular couplets, and 97.1 percent for ventricular tachycardia.
Programmed Electrical Stimulation
, which was not decremented beyond 200 ms). If ventricular tachycardia was not induced al the right ventricular apex, the protocol t Following informed consent, each of the patients had baseline invasive cardiac electrophysiologic testing in the fasting nonsedated state. Programmed electrical stimulation was performed using a constant current stimulator (Bloom Ltd). All patients were tested using rectangular pulses of 2-ms duration at 2.5 times middiastolic threshold. Programmed electrical stimulation involved the introduction of initially one, then two, and finally three ventricular extrastimuli during ventricular pacing at cycle lengths of 600, 500, or 400 ms. Ventricular extrastimuli were started in middiastole and decrementally advanced to refractoriness (with the exception of S was repeated at the right ventricular outflow tract. All patients with negative test results were studied at two right ventricular sites. The first 11 noninducible patients were tested with one drive cycle length, while the latter 12 were tested with two drive cycle lengths. To be considered positive, the morphology of the induced ventricular arrhythmia had to match the clinical morphology (when known) and be at least six beats in duration.
Statistical Analysis
Continuous data are presented as the mean ± standard deviation. Univariate analysis was carried out using Fishers exact test. Students two-tailed r-test for independent groups was used to analyze continuous data. The log transformed values were used when they produced a more normal distribution. Alpha was considered significant at 0.05. A number of clinical variables were significantly associated with the results of PES (Table 2 ). These included coronary disease, previous myocardial infarction, male sex, left ventricular dysfunction, and a history of more than one documented occurrence of the clinical arrhythmia. Neither age nor the type of (Table   5 ). 
DISCUSSION
Ambulatory electrocardiographic monitoring has been extensively used to evaluate patients with cardiac arrhythmias. 1 It is widely available and noninvasive and has been shown to provide useful prognostic information in patients with a history of myocardial infarction or congestive heart failure. 1012 Some investigators have used AEM to evaluate patients with a 
